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Background/Purpose: The world has gradually been turning eyes to the elderly population due to the
increased life expectancy. This study aimed to trace the sociodemographic proﬁle and to analyze health
conditions among elderly individuals.
Methods: A transversal retrospective study was performed. Data were obtained using an administered
questionnaire on sociodemographic and clinical features, diseases reported by the studied population,
daily activities, and laboratory test results gathered from patients' medical records.
Results: In this study, 66.2% of the total patients were female; 74% had 4 years of primary education with
a family income of up to three Brazilian minimum wages; 64.6% were retired; 27.8% had one or more
morbidities. As much as 33.4% of the patients showed no difﬁculty in performing daily activities.
Conclusion: Understanding the proﬁle of the senior population is of utmost importance so that public
health programs may be carried out to meet the needs of these individuals.
Copyright © 2016, Asia Paciﬁc League of Clinical Gerontology & Geriatrics. Published by Elsevier Taiwan
LLC. This is an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/
by-nc-nd/4.0/).1. Introduction
The World Health Organization classiﬁes the age of the elderly
population according to the country's socioeconomic level. In
developing countries, people are considered elderly from the age of
60 years, whereas in developed countries, it is from the age of
65 years.1 In 2012, the world's senior population represented 810
million people, accounting for 11.5% of the global population, and
this number is expected to exceed 2 billion by 2050.2,3
In Brazil, the drop in mortality rates in the beginning of the 40s,
along with the reduction of fertility rates by the end of the 60s,
triggered the process of age-structure transition, resulting in an
increase of the elderly population from 3.1% in 1970 to 5.5% in 2000.
By contrast, the rate of children younger than 5 years was reduced
from 15% to 11% over the same period.4 In 2011, the elderly popu-
lation totaled 23.5 million in Brazil, and the number of children up
to 4 years of age dropped to 13.3 million.2bientais, Químicas e Farm-
a, S~ao Paulo, Brazil.
onso Fonseca).
inical Gerontology & Geriatrics. Pub
d/4.0/).This change in age structure has made the existing scenario
rather more complex. In addition to the general lack of resources,
there are two age groups, namely, young and old, that demand
speciﬁc programs and public fund support as well as ability, man-
agement, creativity, and innovation capacity to administer scarcity
from the part of managers.2
Population aging can be translated as a higher burden of dis-
eases, a higher number of incapacities, and an increased use of
health services. Hospitalizations are more frequent and bed occu-
pancy rate is higher than in other age groups.5
The implicit risk of hospitalizations can be irreparable. A major
incidence of depression, malnutrition, reduction in cognitive and
functional ability, along with the development of other comorbid-
ities, can be observed in this population group.6
However, chronic diseases and their impairments are not inevi-
table consequences of aging. Effective prevention can take place no
matter at what stage of life an individual is in.5 Brazilian senior
citizens fear violence and lack of medical assistance and hospitals,
and they have to live on low pensions with few leisure options.7
During the aging process, several anatomic and functional al-
terations occur. Many of these changes are gradual, and reductionslished by Elsevier Taiwan LLC. This is an open access article under the CC BY-NC-ND
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metabolic processes in the body, can be observed. Such alterations
have an impact on the health condition and nutritional status of the
elderly population, making them prone to malnutrition or nutri-
tional deﬁciencies.7
Another aspect to be considered is that aging may bring about
alterations and issues that progressively interfere with the func-
tional condition, which varies from one individual to another.8 As a
result, not only are changes noted in elderly patients anatomical
and functional alterations, but also in their functional ability in
their daily activities.9,10
Functional ability can be deﬁned as the potential that individuals
have to decide and act independently in their day-by-day activities.
By contrast, functional disability is generallymeasured by reports on
the need for help or difﬁculties in performing daily activities no
matter how simple or complex they might be.9
Functional ability tests provide information that outlines the
proﬁle of elderly individuals, allowing health professionals to
establish health-promoting strategies among this population so
that their disabilities can be prevented or delayed, and their lives
can be extended with quality and dignity.8
Functional ability has been introduced as a new concept to
instrumentalize and operationalize health care to the elderly pop-
ulation.10 Therefore, preventive, assisting, and rehabilitating ac-
tions must be taken to improve, or at least keep the integrity of
functional ability, so that senior individuals may qualitatively live
their lives.
One of the possible ways to ensure this quality of life is to focus
on the health conditions of the elderly populations to provide them
with the means to keep their autonomy as long as possible.9
Based on what was identiﬁed so far, the aim of this study is to
characterize the proﬁle of elderly patients attended at a Commu-
nity Primary Health Center in Santo Andre, S~ao Paulo, Brazil, by
tracing their sociodemographic proﬁle, classifying their daily ac-
tivity schedule, and analyzing laboratory test results and the inci-
dence of pathologies.Table 2
Distribution of sex and socioeconomic conditions of elderly individuals attended
at the ABC Community Primary Health Center in Santo Andre, S~ao Paulo, Brazil,
2009.
Variable Na %
Sex
Male 285 37.3
Female 476 66.2
Educational level
Up to 4 y 566 74
5 y 181 23.6
Family income (minimum wage)
>10 19 2.5
4e10 110 14.4
1e3 538 70.32. Methods
This is a transversal retrospective study carried out with an
elderly population attending a Community Primary Health Center
in the municipality of Santo Andre, S~ao Paulo, Brazil.
The studied population included 795 elderly patients of both
sexes aged 60 years or older. Datawere collected from January 2014
to December 2014 for a period of 12 months. The study inclusion
criteria were as follows: patients of both sexes from Santo Andre
Health Center aged 60 years or older, with or without pathologies,
and voluntarily willing to participate. We excluded those who did
not ﬁt in the inclusion criteria, improperly ﬁlled out the form used
for data collection, or left it incomplete.
The trial was approved by the Research Ethics Committee of the
Faculdade de Medicina do ABC (ABC Medical School, S~ao Paulo,Table 1
Reference values of laboratory tests.
Laboratory test
Reference values
Males Females
Hemoglobin (g/dL) >13 >12
Platelets (mm3) 150e400 150e400
Glucose (g/dL) 70e99 70e99
Total cholesterol (g/dL) 120e200 120e200
Low-density lipoprotein (g/dL) <150 <150
High-density lipoprotein (g/dL) >35 >35
Triglycerides (g/dL) 50e150 50e150Brazil) under the number 214/2010. All the information to be used in
the study was obtained frommedical records according to the form
that senior patients had toﬁll out during theirﬁrstmedical visit. The
forms aimed to characterize the study population, and they were
provided by the nursing staff from the Primary Health Center.
Data such as age, highest level of education attained, occupa-
tion, coresidents (if any), household income on minimum wages
basis, and ﬁnancial self-sufﬁciency were collected to evaluate the
sociodemographic proﬁle. Other data such as pathologies reported
by the studied population, results of laboratory tests carried out
during the ﬁrst visit (hemogram, glucose, B12 vitamin level, uric
acid, T3, T4, thyroid-stimulating hormone, total cholesterol, and
fractions), and functional ability evaluation were used to analyze
health conditions.
To evaluate functional ability, the Katz's questionnaire was
used.10 It was an adapted version related to the daily activities per-
formed by the patients. Questions included the levels of difﬁculty
patients found in performing the following daily tasks: lying down
or getting up from bed, eating, brushing their hair, walking on ﬂat
surfaces, taking a shower, getting dressed, going to the bathroom on
time, going up stairs, taking medication on time, taking walks near
home, shopping, preparing meals, trimming their toenails, using
public means of transportation, and performing household chores.
The reference values shown in Table 1 were used for the eval-
uation of laboratory test results. All the data were tabulated and
analyzed using Epi Info 6.0.
Association tests with quantitative and qualitative variables
were performed using the mean difference test and the Chi-square
test (parametric), respectively. Only results with statistical signiﬁ-
cancewere demonstrated. The outcome variable was deﬁned as the
presence or absence of pathologies.
3. Results and discussion
A total of 765 elderly patients were attending the Community
Primary Health Center. Data on sex distribution and socioeconomic
situation of the study population are presented in Table 2.<1 25 9.5
Retired
Yes 494 64.6
No 240 31.4
Health issues
No 545 71.2
Yes 213 27.8
Financial self-support
Yes 393 51.4
No 295 38.6
Income earner
Yes 456 59.6
No 263 34.4
Total 765 100
a Ignored data were excluded.
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of spread of age and the effect of different variables on the health
condition of elderly patients. The number of reported health issues
varied from 0 to 11 (mean, 4.1) and the number of falls among the
senior patients was from 0 to 6 (mean, 0.3). Besides the falls, hos-
pitalizations reported during the prior 6-month period varied from
0 to 9 (mean, 0.1).
Figure 1 shows the result found in relation to the daily activities
performed by older adults. A total of 33.4% of the patients experi-
enced no difﬁculties in performing daily tasks.
Figure 2 shows the health issues reported by the studied pop-
ulation. The most often reported morbidities were hypertension
(61.2%), pain (49.4%), and vascular diseases (42.2%).Table 3
Mean distribution andmeasures of spread of age and the effect of different variables on the
Center in Santo Andre, S~ao Paulo, Brazil, 2014.
Variable N Mean
Age (y) 765 72.1
No. of health issues 760 4.1
Fall within the past 6 mo 749 0.3
No. of hospital admissions 746 0.1
Figure 1. Mean distribution and measures of spread of daily activities (OARS Multidime
Community Primary Health Center in Santo Andre, S~ao Paulo, Brazil, 2009. OARS ¼ Older A
Figure 2. Distribution of health issues reported by elderly patients attended at the ABC Com
(B) asthma; (C) high blood pressure; (D) poor blood circulation; (E) diabetes; (F) obesity; (G
column; (M) pain; and (N) others.Regarding laboratory tests, 69.6% of patients showed alterations
in glucose levels and 54.9% showed alterations in total cholesterol
levels. Table 4 presents the laboratory test results of the studied
population.
When we analyzed health issues along with the variables age,
number of falls during the prior 6-month period, hospitalization,
and the daily activity schedule, only health issues related to age
could be observed. Table 5 presents the analysis of mean differ-
ences and the relation between older age and health issues
(p < 0.001).
According to the Chi-square test results (Table 6), a relation
between health issues and sex, educational level, or retirement
condition could not be observed. However, a relation betweenhealth condition of elderly patients attended at the ABC Community Primary Health
Minimum/maximum Median Standard deviation
60/93 72 7.541
0/11 4 2.347
0/6 0 0.589
0/9 0 0.512
nsional Functional Assessment Questionnaire) of senior adults attended at the ABC
mericans Resources and Services.
munity Primary Health Center in Santo Andre, S~ao Paulo, Brazil, 2009: (A) Rheumatism;
) stroke; (H) incontinence; (I) constipation; (J) insomnia; (K) cataract; (L) problems in
Table 4
Results and classiﬁcation of laboratory tests that patients underwent at the ABC
Community Primary Health Center in Santo Andre, S~ao Paulo, Brazil, 2009.
Variable N % Variable N %
Hemoglobin (men) Total cholesterol
Without alterations 19 82.6 Without alterations 32 45.1
With alterations 4 17.4 With alterations 39 54.9
Total 23 100 Total 71 100
Hemoglobin (women) Low-density lipoprotein
Without alterations 28 66.7 Without alterations 50 71.4
With alterations 14 33.3 With alterations 20 28.6
Total 42 100 Total 70 100
Platelets High-density lipoprotein
Without alterations 59 89.4 Without alterations 51 77.3
With alterations 7 10.6 With alterations 15 22.7
Total 66 100 Total 66 100
Glucose Triglycerides
Without alterations 21 30.4 Without alterations 42 61.8
With alterations 48 69.6 With alterations 26 38.2
Total 69 100 Total 68 100
Table 5
Mean differences and measures of spread between health issues and old-age variables of patients attended at the ABC Community Primary Health Center in Santo Andre, S~ao
Paulo, Brazil, 2014.
Variable health issue N Mean Min/Max SD p
Age No 545 71.6 60/93 7.633 0.0005a
Yes 213 73.3 60/93 7.259
No. of falls (prior 6-mo period) No 537 0.3 0/2 0.45 0.074b
Yes 208 0.4 0/6 0.842
Hospitalization No 530 0.1 0/9 0.557 0.044b
Yes 211 0.2 0/2 0.381
OARS questionnaire No 520 2.7 0/15 3.516 <0.0001b
Yes 208 5 0/15 4.184
OARS ¼ Older Americans Resources and Services; SD ¼ standard deviation.
a Use of analysis of variance test.
b Nonhomogeneous variance, use of KruskaleWallis test.
Table 6
Relation between health issues and old-age variables of patients attended at the ABC
Community Primary Health Center in Santo Andre, S~ao Paulo, Brazil, 2009.
Variable Health issue
No Yes p
Sex
Male 211 (71.8) 71 (25.2) 0.165
Female 331 (70.1) 141 (129.9)
Educational level
>4 y 135 (75.4) 44 (24.6) 0.301
Up to 4 y or illiterate 403 (71.5) 161 (28.5)
Retired
No 345 (70.4) 145 (29.6) 0.305
Yes 177 (74.1) 62 (25.9)
Financial self-sufﬁciency
No 260 (66.5) 131 (33.5) 0.04
Yes 226 (76.6) 69 (23.4)
Income earner
Yes 316 (69.5) 139 (30.5) 0.029
No 201 (77.0) 60 (23.0)
F.B. Carlucio da Silva et al. / Journal of Clinical Gerontology & Geriatrics 7 (2016) 93e9896having health issues and ﬁnancial self-sufﬁciency and being an
income earner was observed.
Regarding sex, there was a predominance of females (66.2%)
over males. A higher rate of female patients can also be observed in
other studies on the elderly proﬁle.11,12 A higher number of females
in such investigations may be explained by their greater sensibility
to the importance of health promotion, their previous experiences
in using health services, and by their higher life expectancy.13
Age range in the population studied ranged from 60 years to
93 years (mean, 72.1 years). The age range was different whencompared with the studies of Vagetti et al,14 Antes et al,15 Ramos16;
these studies had a higher concentration of elderly patients aged
between 65 years and 69 years, but the mean age (72 years) was
found to be similar to that in this study (Table 3).
Regarding education, 74% of the population had 4 years of pri-
mary education, a fact that complies with other studies in different
regions of the country.11,12 Educational level is a factor that interferes
with the independence of the elderly population. Recent data from
the Brazilian Household Sample Survey (Pesquisa Nacional por
Amostra de Domicílio 201317) showed an illiteracy rate of 23.9%
among the elderly population, and the average of years of study in
this population was 7.7 years. Highly educated senior citizens are
considered to rate quality of life in terms of autonomy.12
Another evaluated aspect in this study was family income,
which varied from one Brazilian minimum wage to three Brazilian
minimumwages in 70.3% of the elderly population. Family income
between one minimum wage and three minimum wages was also
observed by Antes et al15 in 25.5% of the sample in their study,which included 1089 senior adults from Florianopolis, Santa Cata-
rina, Brazil. In a different study carried out by Beleza11 in Teresina,
Piauí, Brazil, 65.1% of the elderly population earned up to one
minimum wage.
With regard to the occupation of the studied individuals, 64.6%
were retired, 51.4% could ﬁnancially support themselves, and 59.6%
were income earners. Other studies showed that most of the pa-
tients were also retired.11,14,15 Beleza11 reported that 65.1% of the
patients earned up to one minimum wage.
The low incidence of pathologies is a positive factor that may
provide a better quality of life and improve elderly patients' func-
tional ability.11 Patients were asked about health issues, and less
than half of them (27.8%) reported having one or more morbidities.
In the following studies, the rate of patients who complained about
one or two conditions was much higher than that in our study: 78%
in Vagetti et al,14 85.5% in Antes et al,15 and 65.7% in Ramos.16
The number of reported health issues varied from 0 to 11 (mean
4.1). According to the results reported by Ramos,16 the mean was
lower when compared with elderly individuals with more than ﬁve
health issues (33.2%), and very similar when compared with those
with three to four health conditions (32.5%). In the study by Cruz,12
of the 420 elderly patients evaluated, 85.5% reported having at least
one morbidity, which may be related to the fact that the mean age
of the studied populationwas lower. Moreover, most of the patients
were retired and supported themselves ﬁnancially, thus repre-
senting a better quality of life.
The number of falls among the senior patients from this study
was between zero and six (mean, 0.3). The study conducted by
Cruz,12 which analyzed the number of falls in older adults over a
period of 12 months, showed that only 32.1% of the patients
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indicating that the fall was at home. In a hospital located in Taubate,
S~ao Paulo, Brazil, Barbosa18 evaluated older adults who were hos-
pitalized due to a fall, and concluded that the older the patient, the
higher is the rate of falling from his/her own height.
Nunes et al,19 in a study on the inﬂuence of sociodemographic
and epidemiological characteristics on the functional ability of
elderly adults, showed that 17.1% of the patients reported episodes
of fall over a period of 3 months. An inadequate environment af-
fects the functional ability of an older adult; therefore, properly
adapting to the environment (residence in this case) ensures in-
dependence and safety.20
Changes in the epidemiological proﬁle of the population calls for
the need of a new approach to manage health of the public in
general. Morbidities and falls, which compromise the functional
ability of senior adults and their current and future quality of life,
take the spotlight with regard to the orientation to health practices
and actions and public policies.
An evaluation of older adults' capacity to perform daily activities
determines their functional impairment and indicates whether or
not they need support from a caregiver.10 A total of 33.4% of the
patients experienced no difﬁculties in performing daily tasks in this
study. In a study by Duarte et al,20 80.7% of the patients declared
that they had no difﬁculties in performing basic activities of daily
living. Among those who stated having a certain degree of difﬁ-
culty, 70.5% said that they had a hard time in carrying out one or
two activities, and 29% experienced difﬁculty in carrying out three
or more activities.
No matter how many morbidities an elderly patient may have,
the important point is that, as a result of a successful treatment, this
individual should be autonomous, happy, socially integrated, and
healthy.16 When we evaluated the health issues by the studied
population, the most-often reported morbidities were hyperten-
sion (61.2%), pain (49.4%), and vascular diseases (42.2%). Ramos16
observed a higher incidence of hypertension, joint pains, and
varicose veins; Beleza11 reported a higher rate of circulatory system
diseases, followed by circulatory system diseases related to endo-
crine, nutritional, and metabolic disorders; Nunes et al19 found
hypertension to be the most prevalent morbidity (62.7%), followed
by spine problems (40.3%) and cardiovascular diseases (32.3%).
Regarding laboratory tests, 69.6% of the patients showed alter-
ations in glucose levels and 54.9% in total cholesterol levels. Dia-
betes mellitus is a chronic disease that may be triggered by
environmental, immunological, or genetic factors. The lack of
control of the disease may bring about severe and chronic com-
plications for the diabetic patient. Not only the patient, but also the
family and society should be involved so that the treatment can be
satisfactorily conducted, thus minimizing the risk of developing
complications induced by this lack of control.21
In a study on the nutritional state and the prevalence of dyslipi-
demiabyMoretti et al,22 total cholesterol levelswere altered in69%of
the cases, high-density lipoprotein levels were altered in 43.43%, and
low-density lipoprotein in 31.31%. Marques et al23 observed lipid
proﬁle alteration in73.3%of the cases.Victoret al24 conducteda study
on the sociodemographic and clinical proﬁles of elderly patients, and
reported that 62.2% of the analyzed individuals had glycemic alter-
ations. By contrast, Mathias and Jorge25 reported that only 18.3% of
the patients in their study showed such alterations.
Although the natural aging process favors the onset of the
aforementioned pathologies, bad habits such as smoking, drinking,
sedentarism, and a poor diet trigger several pathologies more
rapidly.8 Unfortunately, in this study some data on habits could not
be included because they were not available in medical records.
When we analyzed health issues along with the variables
age, the number of falls during the prior 6-month period,hospitalizations, and the daily activity schedule, only health issues
related to age could be observed. Duarte et al20 noted a decrease in
performance as age advanced, compromising functional ability in
three or more activities, especially among males. Population aging
brings a higher disease load, more incapacities, and a resultant
increase in use of health services.5
In this study, a relation between health issues and sex, educa-
tional level, or retirement condition was not observed. There is,
however, a relation between having health issues and ﬁnancial self-
sufﬁciency and being an income earner. Older adults with a good
educational level and household income understand the impor-
tance of self-care, which encompasses health improvement and
leisure activities.13 Illiterate older adults with a per capita income
less than R$250.00 were more likely to have worse functional
ability.13
The family still plays the most important role in an older adult's
life, especially when they live together in a multigenerational
household. This individual represents a part of the elderly popu-
lation that generally tends to be poorer, sicker, andmore dependent
on a day-by-day basis than the average-aged adult. Besides the
ﬁnancial limitations for the necessary treatments, the availability of
family support for functionally dependent elderly adults shall
decrease due to the decreasing number of family members, the
increase in numbers of the elderly population, and the expanding
role of woman, the main caregiver, in the job market.16
4. Conclusion
Based on the analysis performed in this study, it is possible to
conclude that the studied population was in a satisfactory health
condition because only a low rate of pathologies could be observed,
and difﬁculties in performing daily tasks and the number of falls
and hospitalizationswere few. Although the results here foundmay
be related to the studied population's mean age (72.1 years), they
contribute to a better quality of life among the elderly individuals.
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